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OHH Provider Requirements and Expectations 

Detailed Requirements and Expectations  
At a minimum, the following care team is required:  
 

• Health Home Director (e.g., Lead Entity Care Coordinator) 
o Provides leadership for implementation and coordination of health home activities 
o Coordinates all enrollment into the health home on behalf of providers 
o Coordinates with LE care management staff and HHPs to identify a 

beneficiary’s optimal setting of care 
o Coordinates and utilizes HIT with the HHP team to maximize care 

coordination and care management 
o Serves as a liaison between the health homes site and MDHHS staff/contractors 
o Champions practice transformation based on health home principles 
o Coordinates all enrollment into the health home on behalf of providers 
o Develops and maintains working relationships with primary and specialty 

care providers including Community Mental Health Service Providers and 
inpatient facilities 

o Collects and reports on data that permits an evaluation of increased coordination 
of care and chronic disease management 

o Monitors Health Home performance and leads quality improvement efforts 
o Designs and develops prevention and wellness initiatives, and referral tracking 
o Training and technical assistance 
o Data management and reporting 

 
• Behavioral Health Specialist (e.g., Case Worker, Counselor, or Therapist with related 

degree) 
o Screens individuals for mental health and substance use disorders 
o Refers beneficiaries to a licensed mental health provider and/or licensed and 

certified SUD therapist as necessary 
o Conducts brief intervention for individuals with behavioral health problems 
o Meets regularly with the care team to plan care and discuss cases, and 

exchanges appropriate information with team members in an informal manner 
as part of the daily routine of the clinic 

o Supports primary care providers in identifying and behaviorally intervening 
with patients 

o Focuses on managing a population of patients versus specialty care 
o Works with patients to identify chronic behavior, discuss impact, 

develop improvement strategies and specific goal-directed 
interventions 

o Develops and maintains relationships with community based mental health 
and substance abuse providers 

o Identifies community resources (i.e. support groups, workshops, etc.) for patient 
to utilize to maximize wellness 

o Provides patient education 
 

• Nurse Care Manager (e.g., licensed registered nurse) 
o Participates in the selection of strategies to implement evidence-based wellness 
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and prevention initiatives 
o Participates in initial care plan development including specific goals for all enrollees 
o Communicates with medical providers, subspecialty providers including 

mental health and substance abuse service providers, long term care and 
hospitals regarding records including admission/discharge 

o Provides education in health conditions, treatment recommendation, 
medications and strategies to implement care plan goals including both clinical 
and non-clinical needs 

o Monitors assessments and screenings to assure findings are integrated in the 
care plan 

o Facilitates the use of the EHR and other HIT to link services, 
facilitate communication among team members and provide 
feedback 

o Monitors and report performance measures and outcomes 
o Meets regularly with the care team to plan care and discuss cases, and 

exchanges appropriate information with team members in an informal manner 
as part of the daily routine of the clinic 

 
• Peer Recovery Coach, Community Health Worker, Medical Assistant (with appropriate 

certification/training) 
o Coordinates and provides access to individual and family supports, including 

referral to community social supports 
o Meets regularly with the care team to plan care and discuss cases, and 

exchanges appropriate information with team members in an informal manner 
as part of the daily routine of the clinic 

o Identifies community resources (i.e. social services, workshops, etc.) for patient 
to utilize to maximize wellness and recovery capital 

o Conducts referral tracking 
o Coordinates and provides access to chronic disease management including 

self- management support 
o Implements wellness and Prevention initiatives 
o Facilitates health education groups 
o Provides education on health conditions and strategies to implement care plan 

goals including both clinical and non-clinical needs 
 

• Medical Consultant (i.e., primary care physician, physician’s assistant, or nurse 
practitioner) 
o Provides medical consultation to assist the care team in the development of the 

beneficiary’s care plan, participate in team huddles when appropriate, and monitor 
the ongoing physical aspects of care as needed 

 
• Psychiatric Consultant  

o Care team must have access to a licensed mental health service professional (i.e., 
psychologist, psychiatrist, psychiatric nurse practitioner) providing psychotherapy 
consult and treatment plan development services. This provider will be 
responsible for communicating treatment methods and expert advice to 
Behavioral Health Provider (incorporated into care team). It will be the 
responsibility of the Behavioral Health Provider (and/or other members of care 
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team as assigned), to develop licensed mental health provider’s treatment into 
patient care plan. 

 
1. Enrollment/Recognition/Certification  

a. OHH providers must be enrolled in the Michigan Medicaid program and in compliance with all 
applicable program policies  

b. Be an Opioid Treatment Program, Community Mental Health Services Program, Section 330 
Health Center program grantee of any type, Federally-Qualified Health Center Look-Alike, 
Tribal 638 facility, or Urban Indian organization  

c. OHH providers must enroll in their Lead Entity’s (LE) provider panel and execute any necessary 
agreement(s)/contract(s) with the LE; HHPs must also sign an attestation with MDHHS  

d. MDHHS will contractually charge the LE with executing the enrollment, payment, and 
administration of the OHH with providers; MDHHS will retain overall oversight and direct 
administration of the LE  

e. OHH providers must adhere to all federal and state laws regarding Section 2703 Health Homes 
recognition/certification, including the capacity to perform all core services specified by CMS. 
Providers shall meet the following recognition/certification standards:  

i.Achieve Patient Centered Medical Home (PCMH) from national recognizing body (NCQA, 
AAAHC, JC, CARF) before the OHH becomes operational. PCMH application can be 
pending at the time of implementation  

  
2. A personal care team will be assigned to each patient  

a. Ensure each patient has an ongoing relationship with a personal member of their care team 
who is trained to provide first contact and support continuous and comprehensive care, 
where both the patient and the care team recognize each other as partners in care. 
Behavioral health is embedded into primary care and vice-versa, with real-time consult 
available to primary care providers or behavioral health providers  

b. Care teams are staffed according to model selected and the setting of care (i.e., OTP vs. 
OBOT)  

  
3. Whole Person Orientation  

a. Provide or take responsibility for appropriately arranging care with other qualified 
professionals. This includes care for all stages of life, acute care, chronic care, preventive 
services, long term care, and end of life care  

b. Meaningful use of technology for patient communication  
c. Develop a person-centered care plan for everyone that coordinates and integrates all clinical 

and non-clinical health care related needs and services  
  
4. Coordinated/Integrated Care  

a. Dedicate a care coordinator responsible for assisting members with medication adherence, 
appointments, referral scheduling, tracking follow-up results from referrals, understanding 
health insurance coverage, reminders, transition of care, wellness education, health support 
and/or lifestyle modification, and behavior changes and communication with external 
specialists  

b. Communicate with patient, and authorized family and caregivers in a culturally and 
linguistically appropriate manner  

c. Monitor, arrange, and evaluate appropriate evidence-based and/or evidence-informed 
preventive services and health promotion  
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d. Directly provide or have an Memorandum of Agreement/Understanding (MOA/U) in place 
to coordinate or provide:  

i. Recovery services and social health services (available in the community), including 
Medication Assisted Treatment  

ii. Primary care services  
iii. Mental health/behavioral health and substance use disorder services  
iv. Chronic disease management  
v. Behavior modification interventions aimed at supporting health management 

(Including but not limited to, obesity counseling, tobacco treatment/cessation, and 
health coaching)   

vi. Coordinated access to long term care supports and services  
vii. Oral health services  

e. Conduct outreach to local health systems and establish bi-directional referral processes  
f. Comprehensive transitional care from inpatient to other settings, including appropriate 

follow-up  
g. Review and reconciliation of medications  
h. Assessment of social, educational, housing, transportation, and vocational needs that may 

contribute to disease and/or present as barriers to self-management (Social workers, Peer 
Recovery Coaches, CHWs)  

i. Maintain a reliable system and written standards/protocols for tracking patient referrals  
  
5. Emphasis on Quality and Safety  

a. Health homes providers must adhere to all applicable privacy, consent, and data security 
statutes  

b. Demonstrate use of clinical decision support within the practice workflow specific to the 
conditions identified in the health homes project  

c. Demonstrate use of a population management tool such as a patient registry and the ability 
to evaluate results and implement interventions that improve outcomes  

d. Each Health Home shall implement formal screening tools such as GAIN, SBIRT, PHQ9, GAD, 
STD/STI, diabetes, and asthma risk tests to assess treatment needs  

e. Establish a continuous quality improvement program, and collect and report on data that 
permits an evaluation of increased coordination of care and chronic disease management 
on individual-level clinical outcomes, experience of care outcomes, and quality of care 
outcomes at the population level  

  
6. Enhanced Access  

a. Provide for 24/7 access to the care team that includes, but is not limited to, a phone triage 
system with appropriate scheduling during and after regular business hours to avoid 
unnecessary emergency room visits and hospitalizations  

b. Monitor access outcomes such as the average 3rd next available appointment and same day 
scheduling availability  

c. Use of email, text messaging, patient portals and other technology as available to the 
practice to communicate with patients is encouraged  

d. Implement policies and procedures to operation with open access scheduling and available 
same day appointments  

  
7. Health Information Technology  
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a. Must have an Electronic Health Record (EHR) in place with capability of behavioral health 
information integration  

b. Must utilize/synchronize to the LE’s Health Information Exchange to assure care coordination is 
seamless within the OHH model  

c. Provider must have achieved or are in the process of achieving Meaningful Use Stage 2 as 
defined by the Centers for Medicare & Medicaid Services  

d. Demonstrate a capacity to use health information technology to link services, facilitate 
communication among team members as well as between the health team and individual and 
family caregivers, and provide feedback to practices; as feasible and appropriate  

e. Health Home providers must have the capacity to electronically report to the state or its 
contracted affiliates information about the provision of core services and outcome measures  

  
8. OHH Team  

a. Support OHH team participation in all related activities and trainings including travel costs 
associated with Health Home activities  

b. Work collaboratively with MDHHS and contractors to adapt and adopt program processes 
for Health Home care team use in the participating sites(s)  

c.  Actively engage in Health Home process and outcome achievement activities including 
ongoing coaching, data feedback and customized improvement plans to meet initiative 
goals  

d.  Commit a management staff member (such as the Health Home Coordinator) and a clinician 
champion serving on the care team(s) at the participating site(s) to contribute actively to 
and support the project  

e. Commit a staff member to serve as the liaison to the beneficiary’s assigned managed care      
health plan.  
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MDHHS Opioid Health Home (OHH) Payment Methodology 
 
Overview 
MDHHS will provide a monthly case rate to the LE based on the number of OHH beneficiaries with at 
least one OHH service within the month. The LE will reimburse Health Home Partners (HHP) for 
delivering health home services.   
  
Additionally, MDHHS will employ a pay-for- performance (P4P) incentive that will reward providers 
based on outcomes. MDHHS will only claim federal match for P4P incentive payments after P4P 
qualifications have been met and providers have been paid.  
 
Rate Workup 
Staffing Model  
OHH payment rates are based on a staffing model per 100 beneficiaries with salary, fringe benefit, and 
indirect cost information derived from current compensation surveys produced by the Community 
Mental Health Association of Michigan (i.e., Prepaid Inpatient Health Plans, Community Mental Health 
Services Programs) and the Michigan Primary Care Association (i.e., Federally Qualified Health Centers). 
Rates reflect the following staffing model for the OHH per 100 enrollees:  
 
Lead Entity (per 100 patients) 
• Health Home Director (0.50 FTE) 
• Behavioral Health Specialist (0.25 FTE) 
• Nurse Care Manager (1.00 FTE) 
• Peer Recovery Coach, Community Health Worker, Medical Assistant (2.00-4.00 FTE) 
• Medical Consultant (0.10 FTE) 
• Psychiatric Consultant (0.05 FTE) 
 
Rate Amounts 
The OHH payment rates reflect a monthly case rate per OHH beneficiary with at least one proper and 
successful OHH service within a given month. The payment for OHH services is subject to recoupment 
from the PIHP if the beneficiary does not receive an OHH service during the calendar month. Rates will 
be effective on or after October 1, 2020. Rate information will be maintained on the MDHHS website 
at www.michigan.gov/OHH. Rates will be evaluated annually and updated as appropriate. 
 
The case rates were developed by utilizing provider compensation surveys from the Community 
Mental Health Association of Michigan (2019) and the Michigan Primary Care Association (2019), 
which represent the PIHP and OTP, and OBOT component of the rates, respectively. The State also 
utilized 2018 fringe rate data from the US Department of Labor’s Bureau of Labor and Statistics.  
 
OHH Case Rates to LE 

PMPM PMPM with P4P 
 $364.48   $382.70  

 
Details regarding this structure are as follows: 
 

http://www.michigan.gov/OHH
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HHPs must provide at least one OHH service within the service month. HHPs must submit the OHH 
service encounter code in addition to any pertinent ICD-10 Z-codes (to indicate the any applicable social 
determinants of health) to the Lead Entity. 
 
Payment for OHH services is dependent on the submission of appropriate service encounter codes. Valid 
OHH encounters must be submitted by HHPs to the LE within 90 days of providing an OHH service to 
assure timely service verification. The payment for OHH services is subject to recoupment from the LE if 
the beneficiary does not receive an OHH service during the calendar month.  
 
Rates will be effective on or after October 1, 2020. Rate information will be maintained on the MDHHS 
website at www.michigan.gov/OHH. Rates will be evaluated annually and updated as appropriate. 
 
Pay-for-Performance (P4P) vis a vis 5% Withhold 
MDHHS will afford P4P via a 5% performance withhold. The LE must distribute P4P monies to HHPs that 
meet the quality improvement benchmarks in accordance with the timelines and processes delineated 
below. The State will only claim federal match once it determines quality improvement benchmarks 
have been met and providers have been paid. If quality improvement benchmarks are not met by any of 
the HHPs within a given performance year, the State share of the withhold will be reserved by MDHHS 
and reinvested for OHH monthly case rate payments. Subsequent performance years will operate in 
accordance with this structure.  
 
Metrics, Assessment, and Distribution 
The methodology for metrics, specifications, and benchmarks will be effective October 1, 2020 and will 
be maintained on the MDHHS website: www.michigan.gov/OHH. 

http://www.michigan.gov/OHH
http://www.michigan.gov/OHH
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Opioid Health Home (OHH) Patient Flow  
  

Enrollee Identification and Assignment 

Enrollment Processes 
Potential Opioid Health Home (OHH) enrollees will be identified using a multifaceted approach. The 
Michigan Department of Health and Human Services (MDHHS) will provide a generated list that will pull 
potential enrollees from MDHHS administrative claims data into the Waiver Support Application (WSA) 
monthly. The Lead Entity (LE) will identify potential enrollees from the WSA and coordinate with a 
Health Home Partner (HHP) to fully enroll the Medicaid beneficiary into the OHH benefit. 
 
Lead Entities will provide information about the OHH to all potential enrollees through community 
referrals, peer support specialist networks, other providers, courts, health departments, law 
enforcement, and other community-based settings. LEs will strategically provide these settings with 
informational brochures, posters, and other outreach materials to facilitate awareness and engagement 
of the OHH. 
 
Lead Entity Identification of Potential Enrollees 
The LE will be responsible for identifying potential enrollees that have a qualifying OHH diagnosis in the 
WSA to a perspective HHP and provide information regarding OHH services to the Medicaid beneficiary 
in coordination with the HHP. 
 
Provider Recommended Identification of Potential Enrollees 
Health Home Partners are permitted to recommend potential enrollees for the OHH benefit via the 
WSA. OHH providers must provide documentation that indicates whether a potential OHH enrollee 
meets all eligibility for the health home benefit, including diagnostic verification, obtaining consent, and 
establishment of an individualized care plan. The LE must review and process all recommended 
enrollments in the WSA.  
 
Beneficiary Consent 
Potential enrollees must provide HHPs a signed consent to share behavioral health information for care 
coordination purposes form (MDHHS-5515) to receive the OHH benefit. The MDHHS-5515 must be 
collected and stored in the beneficiary’s health record with attestation in the WSA. The MDHHS-5515 
can be found on the MDHHS website at www.michigan.gov/mdhhs >> Keeping Michigan Healthy >> 
Behavioral Health and Developmental Disability >> Behavioral Health Information Sharing & Privacy. The 
form will also be available at the designated HHPs office and on the LE’s website. HHPs are responsible 
for verifying receipt of the signed consent form and providing proper documentation to MDHHS via the 
LE. All documents must be maintained in compliance with MDHHS record-keeping requirements. 
 
Beneficiary Disenrollment 
 Full enrollment into the OHH benefit plan is contingent on beneficiary completion of the Consent to 
Share Behavioral Health Information for Care Coordination Purposes (MDHHS-5515), verification of 
diagnostic eligibility, and the LE electronically enrolling the beneficiary in the WSA. Once the Medicaid 
beneficiary is assigned to a health home, the HHP will work with the beneficiary to complete the 
enrollment process. 
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Failure to verify consent or diagnostic eligibility will prevent the Medicaid beneficiary from enrolling into 
the OHH benefit. Medicaid beneficiaries may opt-out (disenroll) from the OHH at any time with no 
impact on their eligibility for other Medicaid services. 
 
Beneficiary Changing Health Home Partner Sites 
While the enrollee’s stage in recovery and individualized plan of care will be utilized to determine the 
appropriate setting of care, beneficiaries will have the ability to change HHPs to the extent feasible 
within the LE’s designated OHH network. To maximize continuity of care and the patient-provider 
relationship, MDHHS expects beneficiaries to establish a lasting relationship with their chosen HHP. 
However, beneficiaries may change HHP, and should notify their current HHP immediately if they intend 
to do so. The LE and HHP will work together to identify a recommended HHP setting where the potential 
health home enrollee will likely be most successful. After receiving the recommendation from the LE and 
HHP, the beneficiary will have the opportunity to choose their preferred HHP. The variety and number 
of HHPs may vary by region. The current and future HHP must discuss the timing of the transfer and 
communicate transition options to the beneficiary. The change should occur on the first day of the next 
month with respect to the new HHP appointment availability. Only one HHP may be paid per beneficiary 
per month for health home services. 
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February 19, 2020 
 
 
 
NAME  
TITLE  
ADDRESS  
CITY STATE ZIP  
 
 
Dear Tribal Chair and Health Director: 
 
RE: Opioid Health Home (OHH) Expansion 
 
This letter, in compliance with Section 1902(a)(73) and Section 2107(e)(1)(C) of the 
Social Security Act, serves as notice to all Tribal Chairs and Health Directors of the 
intent by the Michigan Department of Health and Human Services (MDHHS) to submit a 
State Plan Amendment (SPA) request to the Centers for Medicare & Medicaid Services 
(CMS).  
 
The OHH will provide comprehensive care management and coordination services to 
Medicaid beneficiaries with opioid use disorder in Michigan’s Prepaid Inpatient Health 
Plan (PIHP) Regions 1, 2, 9, and Calhoun and Kalamazoo Counties within PIHP 
Region 4.  The SPA will serve an estimated 1,500-2,000 beneficiaries once fully 
implemented.  The program will utilize opioid treatment programs and office-based 
opioid treatment providers.  A region’s PIHP will coordinate enrollment and care with 
selected providers.  Tribal Health Centers and Urban Health Centers that meet OHH 
provider qualifications and standards are encouraged to participate.  The anticipated 
effective date of this SPA is October 1, 2020. 
 
The OHH will function as the central point of contact for directing patient-centered care 
across the broader health care system.  Designated providers will be required to 
maintain a robust care coordination program to reduce avoidable health care costs and 
improve the overall quality of life for the beneficiary.  This may include referrals to 
appropriate community and support services as needed.  Native American beneficiaries 
with a qualifying health condition will be eligible to enroll in the program.  Participation is 
voluntary, and enrolled beneficiaries may opt-out at any time.  
 
There is no public hearing scheduled for this SPA.  Input regarding this SPA is highly 
encouraged, and comments regarding this notice of intent may be submitted to Lorna 
Elliott-Egan, MDHHS Liaison to the Michigan tribes.  Lorna can be reached at 
517-284-4034, or via email at Elliott-EganL@michigan.gov.  Please provide all input 
by April 4, 2020. 

mailto:Elliott-EganL@michigan.gov
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In addition, MDHHS is offering to set up group or individual consultation meetings to 
discuss the SPA, according to the tribes’ preference.  Consultation meetings allow tribes 
the opportunity to address any concerns and voice any suggestions, revisions, or 
objections to be relayed to the author of the proposal.  If you would like additional 
information or wish to schedule a consultation meeting, please contact Lorna Elliott-
Egan at the telephone number or email address provided above.  
 
MDHHS appreciates the continued opportunity to work collaboratively with you to care 
for the residents of our state.  
 
Sincerely,  
 
 
 
Kate Massey, Director  
Medical Services Administration  
 
cc:  Tannisse Joyce, CMS 

Keri Toback, CMS 
Leslie Campbell, CMS 
Nancy Grano, CMS 
Chastity Dial, CEO, American Indian Health and Family Services of Southeastern 

Michigan 
 Daniel Frye, Director, Indian Health Service - Bemidji Area Office 

Lorna Elliott-Egan, MDHHS 
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Mr. Bryan Newland, Tribal Chairman, Bay Mills Indian Community 
Ms. Audrey Breakie, Health Director, Bay Mills (Ellen Marshall Memorial Center) 
Mr. Thurlow Samuel McClellan, Chairman, Grand Traverse Band Ottawa & Chippewa Indians 
Mr. Soumit Pendharkar, Health Director, Grand Traverse Band Ottawa/Chippewa 
Mr. Kenneth Meshigaud, Tribal Chairman, Hannahville Indian Community 
Ms. G. Susie Meshigaud, Health Director, Hannahville Health Center 
Mr. Warren C. Swartz, Jr., President, Keweenaw Bay Indian Community 
Ms. Kathy Mayo, Interim Health Director, Keweenaw Bay Indian Community - Donald Lapointe 
Health/Educ Facility 
Mr. James Williams, Jr., Tribal Chairman, Lac Vieux Desert Band of Lake Superior Chippewa 
Indians 
Ms. Sadie Valliere, Health & Human Services Director, Lac Vieux Desert Band 
Mr. Larry Romanelli, Ogema, Little River Band of Ottawa Indians 
Mr. Daryl Wever, Health Director, Little River Band of Ottawa Indians 
Ms. Regina Gasco-Bentley, Tribal Chairman, Little Traverse Bay Band of Odawa Indians 
Ms. Jodi Werner, Health Director, Little Traverse Bay Band of Odawa 
Mr. Bob Peters, Chairman, Match-E-Be-Nash-She-Wish Potawatomi Indians (Gun Lake Band) 
Ms. Kelly Wesaw, Health Director, Match-E-Be-Nash-She-Wish Potawatomi 
Mr. Jamie Stuck, Tribal Chairman, Nottawaseppi Huron Band of Potawatomi Indians 
Ms. Rosalind Johnston, Health Director, Huron Potawatomi Inc.- Tribal Health Department 
Mr. Matthew Wesaw, Tribal Chairman, Pokagon Band of Potawatomi Indians 
Mr. Matt Clay, Health Director, Pokagon Potawatomi Health Services 
Mr. Ronald Ekdahl, Tribal Chief, Saginaw Chippewa Indian Tribe 
Mrs. Karmen Fox, Executive Health Director, Nimkee Memorial Wellness Center 
Mr. Aaron Payment, Tribal Chairman, Sault Ste. Marie Tribe of Chippewa Indians 
Mr. Leonid Chugunov, Health Director, Sault Ste. Marie Tribe of Chippewa Indians - Health 
Center 
 
 
CC: Tannisse Joyce, CMS 
 Keri Toback, CMS 
 Leslie Campbell, CMS 
 Nancy Grano, CMS   
 Chastity Dial, CEO, American Indian Health and Family Services of Southeastern 

Michigan 
 Daniel Frye, Director, Indian Health Service - Bemidji Area Office 
 Lorna Elliott-Egan, MDHHS 
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